Compassion fatigue (CF) is "debilitating weariness brought about by repetitive, empathic responses to the pain and suffering of others" (LaRowe, 2005, p. 21). The work performed by oncology nurses, and the experiences of the people they care for, place oncology nurses at high risk for CF (Pierce et al., 2007; Ferrell & Coyle, 2008 Aneshensel, Pearlin, Mullan, Zarit, and Whitlatch (1995) that considers caregivers' stress in four domains provided the study framework (see Figure  1) 
tion of that person's trauma (Sabo, 2006) . Further, CF and burnout are not the same although the existence of burnout is thought to increase the likelihood of developing CF (Sabo) . CF is considered a "natural" consequence of caring for people who are suffering, while burnout is a response to negative work environment triggers such as workload and the inability to achieve work goals (Sabo) . While burnout involves a gradual wearing down of the caregiver, the onset of CF is often more acute (Magraith, Benson, & Yunti, 2005) . Some believe that burnout can be treated by being away from workplace triggers, while CF can have longer lasting negative consequences for the caregiver and the treatment is not clear (Sabo, 2006) . Moral distress relates to ethical challenges experienced in caring for seriously ill people when caregivers know the "right" thing to do, but do not do it (Davis, 1996) . While CF may be exacerbated by MD, CF is considered a distinct experience (Sabo, 2006) . Nurses find CF to be most reflective of their experience of working with people who are suffering (Sabo, 2006) . Therefore, CF was chosen as the focus for this study.
Researchers conclude that CF occurs in a variety of health care professions including, but not limited to social work, clinical research, occupational and physical therapy, genetic counselling and medicine (Adams, Figley, & Bascarino, 2008; Badger, Royse, & Craig, 2008; Pickett, Brennan, & Greenberg, et al., 1994; Stebnicki, 2002; Costa, 2005; Benoit, McCarthy Veach, & LeRoy, 2007; Pfifferling, & Gilley, 1999) . Studies show that nurses are at particular risk for CF because compassion and empathy are core values nurses employ in order to do their work (Figley, 1995) . Enacting these values makes RNs at risk for being "wounded by their work" (Stebnicki, 2002) . Empathy can be viewed as a double-edged sword, a necessary core value for a nurse and a point of vulnerability at the same time (Larson, 1993) . Perhaps the compassionate qualities that attract nurses to their profession also make them vulnerable to CF (Bush, 2009) .
Although oncology nurses may be at particularly high risk for CF, there are very few studies related to CF in this group (Bush, 2009; McMullen, 2007) . Existing studies of CF in oncology nurses are preliminary. For example, Pierce et al. (2007) found that oncology nurses are unfamiliar with the term CF and associated symptoms. Absolon and Krueger (2008) studied the effectiveness of a CF nursing support group specific to gynecology/oncology nurses. Based on limited research evidence Aycock and Boyle (2008) suggested interventions to manage CF in oncology nurses. In summary, the nature of their work, and the experiences of patients they care for, makes cancer nurses at high risk for CF. Yet, there is a dearth of research to aid our understanding of the experience of CF in this population (Ferrell & Coyle, 2008) .
Health consequences of CF. Limited research has explored the potential health consequences of caring work on nurses (Abendroth & Flannery, 2006; Sabo, 2008) . Existing explorations propose that CF may have a profound negative impact on caregiver mental and physical health (Sabo, 2008; Figley, 1995) . Effects of CF may occur on a continuum from acute to chronic and affect seven domains: cognitive, emotional, behavioural, personal relations, somatic, work performance, and spiritual (Figley, 1995) . Cognitive symptoms may include decreased concentration, low self-esteem, and apathy (Maslach, Jackson, & Leiter, 1996) . Emotional symptoms include anxiety, guilt, depression, anger, and powerlessness (Bush, 2009) . Behavioural symptoms include irritability, appetite changes, and fatigue (Maslach et al., 1996) . CF affects personal relations because of mistrust of others and withdrawal (Bush, 2009) . Somatic complaints range from generalized pain to impaired immunity (Maslach et al., 1996) . Nurses may experience spiritual symptoms from CF such as questioning of the meaning and purpose of life and doubting personal beliefs and values (Bush, 2009) . In sum, nurses experiencing CF may find they are unable to work effectively and may experience permanent unhealthy changes in their views of self, others and work (Bush, 2009) . Further, the cumulative influences of CF can damage personal and professional health, lead to deep emotional and physical exhaustion, and cause nurses to question the value of the work they do (Robinson, Clements, & Land, 2003) . Conceptual framework. A conceptual model, called the stress process model, which considers caregivers' stress in four domains is the framework for this study. The four domains are: the background and context of stress; the stressors; the mediators of stress; and the outcomes or manifestations of stress (Aneshensel et al., 1995) . This model specifies multiple aspects of caregiver stress including primary stressors arising directly from patient-interactions and secondary stressors that result because of circumstances outside of the care giving situation. The model proposes that background and context influence stressors and outcomes. Mediating conditions are thought to influence intensity of stressors and the success of outcomes and these conditions have an impact on the relationship between stressors and outcomes. In all, background and contextual factors, stressors, and mediators interact to produce outcomes that lead to health and mental health consequences for the caregiver (see Figure 1 ).
Sampling and recruitment.
Prior to recruitment of participants, ethical approval for the study was obtained from the Athabasca University Research Ethics Board (AUREB). Study participants were clinical oncology RNs, defined as nurses who have an expanded education focused on cancer care and who spend the majority of their work time providing care to patients with cancer (CANO, 2009). Nineteen study participants were recruited from across Canada through an advertisement placed in CONJ. Inclusion criteria incorporated being currently employed as clinical oncology nurses, having experienced CF as defined by LaRowe (2005) , Internet access, and ability to communicate in English or French. A summary of participant demographics is presented in Table 1 .
Data collection. Potential participants responded to the national recruitment advertisement by going to a secure research website developed specifically for this study where they consented to participate in the study, completed an online questionnaire, and wrote a narrative describing a time they had experienced CF. All data were then submitted to the principal investigator (PI) electronically and anonymously through the Athabasca University server which removed the submitters' IP addresses. Data (raw and analyzed) were stored in password protected computers and on locked back-up systems and were electronically shredded (using Shred 2) by the PI after data analysis. All data were handled according to the ethical guidelines required by the AUREB.
Data analysis. The research team included the PI who had expertise in oncology nursing and CF, a Master's of Nursing student with beginning expertise in qualitative data analysis, and a clinical oncology RN. Data were read and re-read by the research team members individually. Significant statements, and the possible meaning of each, were identified by each team member. During this initial reading, researchers attempt to hold in abeyance their presuppositions about the phenomena, so that the phenomena could be seen as they are, not as they are reflected through preconceptions (Oiler, 1986) . Once team members had considered the data independently they worked as a team to organize the meanings into themes, and results were integrated into a preliminary description of the phenomena (Oiler) . There was agreement between researchers on the themes and in the rare instance where there was no immediate agreement consensus was eventually reached through dialogue and continued discussion. Data were managed using Word.
Data trustworthiness and limitations.
To increase data trustworthiness (credibility and validity) the nurses' comments are presented verbatim (Lincoln & Guba, 1985) . The sample provided a diverse population (within the inclusion criteria). This increases data credibility as a more comprehensive description of the phenomena under study occurs because of multiple viewpoints being included (Loiselle & Profetto-McGrath, 2004) . The researcher's credibility is also a consideration in securing data trustworthiness as in qualitative studies the researcher is the data collection and analysis instrument (Loiselle & Profetto-McGrath) . The PI has experience conducting Internet based qualitative studies. To achieve confirmability the PI and RAs reviewed all data sources independently, then consulted to continue analysis. This, combined with an audit trail that was part of the research design, helped promote data confirmability. The audit trail includes raw data, data reduction and analysis products, and a journal of process decisions, intentions, and questions that arose during the study. The small sample size is a limitation as the 19 respondents are only a small percentage of the total number of oncology nurses in Canada.
Findings are organized into five major themes. Illustrative comments appear in Table 2 .
Theme 1: Defining compassion fatigue. Respondents provided moving examples of experiences they defined as CF, yet they reported having limited knowledge regarding CF and questioned whether or not they were experiencing CF. Some said that they were not aware of the term CF, or if they had heard it, they did not know exactly what it meant or how it differed from other experiences such as burnout. Aycock and Boyle (2009) found that CF is vaguely defined yet it is "conceptually known by oncology nurses" (p. 183). As we reviewed the study participants' narratives, it became clear that their experiences could help us to "define" what CF is for oncology RNs. Commonalties in the nurses definitions of CF included, an overwhelming sense that "something was wrong," difficulty motivating themselves to go to work, being emotionally sensitive, and fatigue.
Theme 2: Causes of CF. Apparent causes of CF in this study population included lack of support, lack of knowledge about CF, and lack of time/ability to give high quality care.
Lack of support
Perceived lack of support seemed related to the onset of CF. RNs expressed a need for support from peers, colleagues from other disciplines, and administrators. Continued perceived lack of support over time seemed to accentuate the experience of CF.
Many nurses wrote about others having high expectations of them, which they suggested led to the belief that they were "so strong" that they did not require the support of others. Further, some nurses noted that they were reluctant to admit they needed support, feeling a need to project a sense of strength and invincibility. This combination of high expectations from self and others and limited perceived support seemed to be a precursor for CF (see Table 2 ).
Lack of knowledge about CF
Lack of knowledge about CF was seen by the nurses as a cause. One respondent wrote, "It wasn't until fairly recently that I even heard of compassion fatigue." Another noted, "We need to know more about CF so we can protect ourselves." Some respondents said the lack of acknowledgement of the potential for this experience may have made the situation worse for them. Specifically, when they began to experience symptoms of CF, instead of considering that they might be experiencing a "natural" response to continued exposure to the suffering of others, they began to think there was something wrong with them. Participants' comments that had they known more about CF, and anticipated that it might affect them some time in their careers, they would have been able to take preemptive positive steps to deal with it when it first became an issue rather than waiting until they were experiencing more advanced debilitating CF.
Lack of time/ability to give high quality care
Many respondents noted times when they were not able to provide patients with top-notch care, as experiences that precipitated CF. Wrote one RN, "I cry when I leave work sometimes because I feel like I couldn't give the quality of care I wanted to give." High quality care involved time to connect with patients and families. The nurses noted that they have less time to develop this connection with changes to workload and the organization of care delivery.
Theme 3: Factors that worsen CF. Respondents reported factors that worsened CF including being unable to ease suffering, co-existing physical and emotional stresses, and excessive emotional attachment and involvement.
Being unable to ease suffering
When nurses felt like there was nothing they could do for their patients who were suffering, CF was accentuated. They described feeling "helplessness." Many nurses chose oncology nursing because they had a desire to "help people who really needed their help." When they found themselves unable to help, they felt dissonance that worsened CF.
Co-existing physical and emotional stresses outside of work
In some instances, nurses described other physical and emotional struggles that they were experiencing outside of work as worsening CF. For example, one nurse described how personal health situations left her more vulnerable to work-related CF. Another respondent also linked her home-life stressors to the experience of CF at work. One nurse recognized that combining home and work stressors resulted in personal health issues that required intervention to pre-empt "full-blown compassion fatigue." 
Lack of time/ability to give high quality care • I don't get as many opportunities to really connect with my patients and their loved ones. I spend more time "supervising others" and less time doing the work I loved to do-actually taking care of people. That is when I find myself more tired at the end of the day. • I don't think I will escape this cloud of compassion fatigue until I get a chance to get back to really connecting with people, the reason I became a nurse in the first place! I need to give the best care and I don't have time.
Factors that Worsen CF 1. Being unable to ease suffering
• Feelings of hopelessness and emptiness were my baggage… The unit that had once empowered me now gave me feelings of hopelessness and my compassion fatigue got worse. • I went into cancer nursing because these people really need help and I wanted to help them… When I can't help them, either because they won't let me or because they are really sick and suffering, that is when I feel like I might be in the wrong specialty. Compassion fatigue takes over. 2. Coexisting physical and emotional stresses • I can't really point to one patient situation that brought me to my knees. Maybe it was just… a lot of stressors coming together at once. • When my son was in heart failure waiting for a heart transplant, my marriage was failing, my sister died with ovarian cancer, and my brother was in a car accident, I needed to step back and suffer my own tragedies rather than live the tragedies of others or I would have been in serious compassion fatigue.

Excessive emotional attachment/involvement • I really start to feel for some patients. I pick up on their emotions and keep them. They follow me home at night. Even if I have a day off I keep thinking about them. It means I don't have any "free space" left in my head to really get into the other fun activities I am hoping to enjoy. Sometimes I admit I am too attached for my own good. • When you see patients doing poorly it really affects you. If you have become too attached to them and made them like your own
family it is a problem. Outcomes of CF
Profound fatigue of mind and body • I began to not feel as strong. The constant pain and suffering along with seeing people die was affecting me personally. I couldn't remember ever feeling so exhausted. • I had lost the feeling of "fullness" that I once had while nursing on this unit. I didn't want to take on any nursing challenges on the unit. The drive just wasn't there. I was too totally tired. 2. Negative effects on personal relationships
• Excessive emotional attachment/involvement While most respondents noted that part of their career satisfaction came from "connecting" on an emotional level with patients and their family members, their narratives also contained descriptions of times when they experienced "excessive" emotional attachment. The respondents concluded that these situations might have contributed to their experiences of CF.
Theme 4: Outcomes of CF. The outcomes of CF included profound fatigue, negative effects on personal relationships, and nurses who considered leaving the profession.
Profound fatigue of mind and body
Many noted fatigue was the first sign that something was wrong. The fatigue was profound, progressive, and included physical and emotional tiredness. One RN commented that fatigue precipitated even more fatigue until it was what she called a "cycle of fatigue." The profound fatigue included physical and emotional responses such as, "heaviness in the chest," "lumps in the throat," "foggy memory," and "holding back tears." Nurses reported that when they sought medical intervention for this fatigue, no physiological causes were found.
Negative effects on personal relationships CF seemed to have negative effects of the nurses' personal relationships. One respondent linked her CF with the dissolution of her marriage. Respondents attributed work "distraction" with robbing them of emotional energy needed to establish and maintain family/friend relationships. Nurses with CF often chose isolation. They spent less time in leisure activities with others. They noted they became cynical and seemed uninterested, which negatively affected relationships.
Considering leaving
Many respondents said explicitly that CF caused them to consider leaving oncology nursing or the nursing profession altogether. One said, "I really don't know if I can do this for the rest of my working life." Another RN commented, "I just feel I am not making the difference that I wanted to make when I signed up to be a nurse. Maybe nursing isn't for me." Some respondents had already changed nursing roles due to CF.
Theme 5: Circumstances that lessen CF. Respondents identified factors that helped to lessen CF including colleague support, work-life balance, connecting with others, acknowledgement, and maturity and experience. 
Colleague support
Respondents often mentioned words and phrases like "teamwork," "support for each other," and "caring about each other" when describing what lessened the experience of CF. They focused on emotional support they received from co-workers. Peer support and coaching was described by newer oncology nurses as important to lessening CF.
Work-life balance
Finding an effective work-life balance was described as one strategy for lessening CF. One person wrote, "I learned to try to keep a piece of me aside-lock a part of my heart away just for me and my personal life." Others emphasized the importance of taking time for themselves when they felt overpowered by work stress. They also commented that having a fulfilling life outside of work helped them to keep perspective when work became overwhelming.
Connecting with others
Having the chance to develop relationships with patients and their families helped to lessen CF. Connecting with patients involved coming to know what patients needed, and responding. The nurses said this fueled positive satisfying relationships. One nurse wrote about the role connecting with friends plays in helping her cope with her work stressors. Outside of work connections also seemed to aid in minimizing, and perhaps preventing CF for some.
Acknowledgement
Nurses noted that being acknowledged by patients, family members, peers and administrators lessened CF. One nurse wrote about a very long and challenging involvement she had with a patient. The nurse described advocating consistently for this patient and continually thinking about how to get the patient care she needed. As a result of her dedication, the nurse was acknowledged by the patient and colleagues which she found "uplifting." Acknowledgement can come in many forms. Thank-you cards, notes of appreciation, even a genuine smile the nurses claim makes their exhaustion fade.
Maturity and experience
Participants found that by gaining work experience, and the lessons that came with this, they were better able to fend off CF. Perhaps experience taught them specific interventions and approaches that they could use to help suffering people. When they were able to intervene and lessen suffering, they were less likely to experience CF.
Nurses reported that experience helped them to gain a perspective on life that left them less vulnerable to CF. Once they embraced the reality that life is not just, and gave up expecting it to be so, they were able to move forward and do what they could to help people. One experienced RN even held the view that CF can be positive. The emotional exhaustion she admitted to feeling sometimes, she claimed, reminded her of the privileged role she has. This nurse reported that she had come to this perspective on CF after she had matured into her role.
The stress process model (Aneshensel et al., 1995) is helpful in furthering our understanding of the themes, and provides a foundation for development of practice implications.
Primary stressors
Several primary stressors were described by participants that seem to result directly from care giving interactions. For example, exposure to patient suffering is a primary stressor. RNs described how they interacted almost daily with people experiencing physical, psychological and spiritual trauma as a result of their disease process or treatments. This ongoing contact with human suffering, especially when it was in someone they closely identified with, was a primary stress. Being unable to relieve suffering was especially stressful.
Secondary stressors
Perceived lack of support by colleagues and administrators may be a secondary stressor for the RNs in this study. Other secondary stressors included circumstances in their personal lives such as difficulties with children, challenging spousal relationships, other responsibilities outside of work such as caring for aging parents or their own health challenges. These could all be identified as secondary stressors that could all contribute to the experience of CF.
Mediating conditions
While lack of support can be a secondary stressor, when support is present it can also be a mediating condition that helps to minimize CF. Experience and maturity as an oncology nurse was described as a condition that mediated the stressors and could assist nurses in handling stressful situations more effectively. In some instances the experience and maturity of the nurses allowed them to gain perspective that helped them to see their interactions with cancer patients as a positive. The presence of appropriate acknowledgement for their work was also noted by respondents as a factor that mediated the effects of stressors on them.
Background and context factors
The length of the care trajectory, the intimacy of their relationships with patients and families, the intensity of the disease and therapies are all part of the context within which oncology nurses work that may impact the level of stress and the potential for CF. In several of the narratives, the nurses described the onset of CF after they cared for patients who died.
Outcomes
The respondents all reported taking some sort of action to cope with CF. One changed jobs, moving to a nursing role that she found required her to witness less suffering. Other nurses withdrew in some sense from the intensity of their patient relationships. Another outcome noted in some respondents was an attitude adjustment. They began embracing the reality that life is not fair and then they were able to deal more effectively with suffering. Some came to see their work as an opportunity that made their own lives more fulfilling, helping them avoid CF.
Possible interventions to mitigate CF 1. Increase education about CF
There is a lack of education and knowledge about CF. More knowledge about all aspects of CF could be provided through preservice and continuing education. Oncology nurses need to know that they may be at risk for CF to promote early recognition of CF in themselves and others.
Promotion of teamwork and collegial support
Collegial support lessens CF and lack of support accentuates the risk. Many participants who were experiencing CF reported feeling "alone." Formal programs and policies that promote teamwork and caregiver to caregiver support are recommended. Examples of such programs include role model, preceptor, or mentor programs, or the formation of interdisciplinary teams to provide colleague support through debriefing or discussion of difficult patient situations.
3. Develop a philosophy of "there is always something more they can do"
Nurses experienced CF when they felt helpless to relieve suffering. Many nurses were unhappy with the quality of care they were giving and questioned if it "was enough." Feelings of "failing the patient" and "hopelessness" seemed to be common factors precipitating CF. Educators and administrators need to cultivate in staff the belief that there is always something they can do to lessen suffering. This philosophy of care may empower staff to think creatively and band together to try to relieve suffering. Taking action and not giving up may help to abate the sense of hopelessness that some nurses said led to CF.
Discuss appropriate emotional attachment
Emotional attachment to patients and families is an important consideration. While it brought feelings of satisfaction and purpose in some instances, other times it seemed to result in CF. Emotional involvement needs to be addressed in orientation and in ongoing professional development arenas. This is also an important topic for further research.
This study provides knowledge about the experience of CF in Canadian clinical oncology RNs. A beginning definition of what CF is to this group of caregivers along with a discussion of factors that cause, worsen, and/or lessen CF, and outcomes of CF in this group was provided. Analysis of the findings using the stress process model led to practice recommendations that included teaching nurses about CF, structuring collegial support, development of a care philosophy that reduces the sense of hopelessness, and upfront discussion of issues around emotional engagement with patients and families.
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